In each decade, roughly the same proportion has previous convictions, 40-45 % are first offenders, 20-25 % have six or more convictions, and the remainder between one and six previous convictions. Out of 65,000 adults convicted of these offences every year, a quarter, some 16,000, have six or more previous convictions, and about an eighth (7,000) eleven or more convictions. To what extent these 7,000 form a 'stage army' coming back to prison each year, or how they retire or are recruited, is still uncertain. Recently, Mr M Silberman interviewed 100 ex-prisoners: by the time we had obtained their previous criminal records six months later, 75 % were back in prison again.
There have been several recent studies, intensive or extensive, of persistent offenders (N Morris 1951 , Taylor 1960 , Hammond & Chayen 1963 , West 1963 , Morris & Morris 1964 . Mr Silberman and I have been making a study of a representative group of 300 prisoners in London on behalf of the Royal London Discharged Prisoners' Aid Society and have been comparing them with 100 ex-prisoners applying for after-care. Over half were recidivists in Pentonville. We were rather surprised to find that less than half came from London and the Home Counties, a third were born in Ireland or Scotland and 20 % came from distant parts of England and Wales. London is a collecting centre for these rootless individuals. Similarly, it was said recently that 90% of drug addicts live in the Metropolitan area. It was also a surprise to find that they came from such large families -31 % had six or more siblings, and 15 % had no less than nine siblings. There were, of course, many adverse features in their background. Only 15-20% are in contact with their wives. We found that 15 % had been in hospitals for the mentally ill or subnormal and West (1963) found that a third of preventive detainees had had serious mental breakdowns and we found that 15% had been or were at the time psychotic. Some 35 % are serious alcoholics, even after excluding those in prison for drunkenness itself. But not all factors are uniformly bad. The distribution of intelligence is normal. West (1963) was able to make home visits to parents and other relatives of his preventive detainees: the homes were classified, fairly objectively, as good, fair, poor and bad: an equal number came from each type of home.
The feature which has most impressed us has been the relationship between personality and the age of onset of the criminal career. All these authors have found that only a minority of adult recidivists have any juvenile convictions, and between a quarter and a third are not first convicted until after 21. Marcus (1960) found on factor-analysing the traits revealed by personality tests in major offenders 'a factor contrasting a positive, outgoing, aggressive and expansive pattern of life with one that is passive, seclusive, inadequate and timorous'. We found, in general, that the aggressive group are those who have juvenile convictions and the inadequates are mainly among the late starters. Similarly, in following up the re-convictions of 200 Borstal boys (aged 17-21) for ten years, we (Gibbens 1963) have had a much heavier re-conviction rate in those assessed originally as helpless, unrealistic, lacking in energy, solitary, submissive, or with weak sex interest. It seems that the aggressive, defiant juvenile in bad home circumstances is most likely to become ajuvenile delinquent: but, as he gets older, these qualities, if not excessive, become relatively valuable and enable him to find a reasonable adjustment as an adult. The more passive youth may avoid trouble until the mother or wife on whom he is dependent dies; but he may then sink more quickly into helpless desocialization. For these latter, some form of prolonged care in hostels or protected workshops will be needed. It is known that the death rate from cancer of the cervix increases with decreasing social status and this fact may explain why death rates are higher in the north and north-west of England than in the south, since the percentage of the total population in the lower social classes is highest in the north.
Recently it has been shown that the incidence of the disease is more than twice as high in the wives of semi-skilled and unskilled manual workers as in the other social groups (J Aitken-Swan 1964 personal communication). In this high-risk group the rate is particularly high in very young primigravidae and in women in the para 5 + group. This relationship is not direct but arises from the fact that these childbearing habits are characteristic of women in the lowest socio-economic groups. Extremes of youth and high parity have very much less effect on the incidence of cancer of the cervix in the low-risk groups of women.
We have tried to study the incidence of positive smears in an unselected population by examining all married women between the ages of 25 and 60 in a number of general practices. The women were sent a letter, signed by their family doctors, asking them to come for examination. The letter explained that a new test was now available which could detect very early signs of cancer years before it became an established disease. Fifty per cent came in response to the first letter and the incidence of positive smears was 0-52 %: 240% of the remainder came in response to the second letter and the incidence of positive smears was 1 3 %. In one practice a third letter was sent and 11% of the remainder came, the incidence of positive smears being 2% (2 out of 94 smears).
Of the women who responded to the first, second and third letters, 24%, 35% and 47% respectively came from Social Classes IV and V. The women who did not come at all, one-third of the total, probably contained a high percentage from the lowest socio-economic group, who would be likely to have a high incidence of preclinical cancer, but we have at present no definite proof of this.
The use of one practice in a city may not be a fair sample of the population: for example, in a practice in the more prosperous part of Aberdeen, 690% of patients were examined as a result of a letter requesting them to attend; the detection rate was 0O4%. In another practice in the poorer part of the city, 41 % of patients were examined and the detection rate was 0 9 %. From the number of clinical cases of cancer of the cervix occurring annually in Aberdeen, we have calculated, on the basis of a ten-year interval between the first appearance of a positive smear to the development of clinical signs of cancer, that we would expect a positive smear rate of about 0 5%. If the latent period were twenty years the positive smear rate should be about 1%. The latter figure seems from our experience to be about right and it is in accordance with our finding that the average age at the time of diagnosis is as follows:
Pre-invasive Other methods of publicizing the test, such as house-to-house visits by health visitors or volun-tary workers, have been no more effective than a letter and are a great deal more time consuming. In one general practice 392 women out of 1,185 (33 %) did not attend even after three letters. A Davis pipette was sent to 270 of these and 149 were used and returned (55 %). At present we do not know why so many women who were reluctant to come for the cervical scrape responded to the pipette, and we do not know how many would have responded if this method had been used in the first instanc . Unfortunately, in our experience, the method is not nearly so reliable as the cervical scrape. Out of 11 pre-invasive cancers diagnosed by cervical scrape only 7 were positive using the pipette method. In some of the positive cases the diagnosis depended on a single group of cells discovered after prolonged search. It is one thing to make an exhaustive search of one slide knowing that the case has already been proved to be malignant and quite another thing to make such an exhaustive search routinely in every case. The detection of the very small number of cancer cells usually found in smears prepared from the pipette is made more difficult by the fact that the method of preparation of the slide removes much of the background material. Experience in most countries which have introduced cytological screening of healthy women has shown that there are three groups: (1) Those who respond immediately, when information about facilities is made available to them. (2) Those who are amenable to conventional methods of persuasion. (3) Those who do not respond at all to the techniques of persuasion at present in use.
The third group almost always comprises 50 % or more of the women at risk. Characteristically, these are women in the lower social classes, in which the incidence of cervical cancer is highest, but it is important to realize that women of all social classes are represented in the unresponsive 50%.
Special health education projects in the United States of America have shown that women at the bottom of the socio-economic scale can be persuaded to participate in screening programmes (up 
